45 year old male with history of regular alcohol use, but without any documented evidence of pancreatitis presented with features of biliary obstruction which an evaluation came out to be related to pancreatic head mass. Subsequent evaluation revealed candida infection of pancreas to be the reason for mass formation and biliary obstruction.
Introduction
Fungal infection of pancreas is of uncommon occurrence. Pancreatic necrosis in background of acute pancreatitis is one of the risk factors for this infection. We report a case of fungal infection of the pancreas in the absence of documented pancreatitis or of pancreatic necrosis.
Case Report
We report a case of 45 years old male, presented with intermittent poorly localised dull aching right upper quadrant pain abdomen for the last 1 year. Each episode used to last for 5-6 hours, only to get terminated with oral analgesics.
It was associated with non bilious vomiting. The frequency of pain abdomen was 1-2 times per month for the first 6 months, which increased in frequency in the last 2 months requiring oral analgesics on a regular basis and multiple 
Discussion
Bacterial and fungal infections of the pancreas are well documented complications in the setting of severe acute pancreatitis. It is one of the leading causes of mortality in acute necrotising pancreatitis [1] . Candida sp. is the most common species causing fungal infection of the pancreas. Intra-abdominal Candida infection is associated with a four-fold greater mortality rate compared with intra-abdominal bacterial infection alone in patients with acute pancreatitis1. Important risk factors for fungal infection in patients with acute pancreatitis include broad-spectrum antibiotics, prolonged hospitalization and surgical/endoscopic interventions, use of total parenteral nutrition, and mechanical ventilation [2] . Other conditions that result in an altered host immune system such as steroid therapy, chemotherapy, acquired immunodeficiency syndrome (AIDS), immunosuppression therapy after organ transplantation, advanced age, and comorbid illnesses such as diabetes mellitus also predispose patients to fungal infection [3] . Though, the patient described above had history of frequent use of alcohol and presented with intermittent pain abdomen, there was no biochemical or radiological evidences to support acute pancreatitis. There was no evidence of pancreatic necrosis as well. The patient was apparently immunocompetent. Therefore, the unique feature of this case is the occurrence of fungal infection in non necrosed pancreatic parenchyma. 
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Among various sources of pancreatic fungal infections, Candida is the most common causal organism, followed by Torulopsis species [3] . The incidence of Candida infection in acute pancreatitis has been reported to range from 12% to 41%. Diagnosis of pancreatic infection is made when infective organisms are identified from aspirate or blood culture. However, routine blood cultures are positive in only 50% of patients with tissue-proven disseminated candidiasis [4] . In our case, we identified fungal elements like pseudohyphae, budding yeast forms from the aspirated sample. These were suggestive of Candida infection. Moreover, presence of foreign body type multinucleated giant cells was suggestive of tissue reaction to the infection.In this case, the patient presented with features of extrahepatic biliary obstruction, with a mass in the head of the pancreas. We kept carcinoma head of pancreas, solid pseudopapillary tumor and cystic pancreatic neoplasm with solid components and chronic pancreatitis in the differential diagnosis keeping in mind the clinical presentation. However no definitive radiological evidences of chronic pancreatitis were found.
In conclusion, we suggest that pancreatic candida infection can present in a similar fashion as pancreatic neoplasms.
Pancreatic fungal infiltration should be kept in the differential diagnoses in these cases.
